Taking a Health History

Health History:
Detailed and chronological health record of patient

Purpose:
To elicit information regarding variables affecting patient’s health status in order to develop nursing diagnoses and plans for individualized care

I.
Considerations in history-taking

A. Distance

1. Intimate: up to 18 inches from another person

2. Personal: 1 ½ to 4 feet away.  The distance most frequently used for interviews

3. Social: 4 to 12 feet away

4. Public: > 12 feet away

B. Communication is the process of transmitting a message or idea.  Successful verbal or nonverbal communication occurs when an experience of “mutual” meaning of thoughts, feelings, and ideas has been shared.  With communication, the:

· sender provides verbal or nonverbal expression

· receiver interprets message

· receiver sends feedback to sender for validation

· sender thinks and responds appropriately to feedback

There are several productive communication patterns:

1. Opening questions:  “Tell me about…”

2. Reflection:  Repeating the patient’s key statements

3. Clarification: “What do you mean by…”

4. Empathetic responses:  Show understanding and acceptance

5. Confrontation:  Make observations “You appear to…”

6. Interpretation:  “Do I understand you to be saying…”

7. Silence

8. Direct questions

9. Summary

Likewise, there are several unproductive patterns:

1. Value judgment pattern

2. Insecure pattern

3. Defensive pattern

II.
Procedure and notations:

A. Always Review Chart Before Seeing Patient Note:  The interview guides the focus of the physical assessment process.

B. Dress appropriately.  How you look communications either respect or disrespect for and toward the interviewee.  Judgments are made (rightly or wrongly) based on appearance.  When in doubt, wear what there is no doubt about.

C. Environment for interview

1. Sit down in clear view of patient, preferably at eye level.

2. Distance of 1 ½ to 4 feet (personal distance most frequently used for interview).

3. Have patient sit next to desk rather than peer over desk (as if over a barrier).

4. Put the chart to the side if possible.  The chart itself can be a barrier between you and the patient.

5. If you need to take notes explain this to the patient.

D. Interview Structure

1. Introduction or orientation phase.  Address patients formally (Mr., Mrs., Miss) unless asked to do otherwise.

2. Focus or working phase – health assessment of patient.

3. Termination – time to evaluate whether objectives have been fulfilled and time to establish future goals, refer, or end relationship

III.
Components of Health History

A. Biographical data

B. Chief complaint (CC) – problem, interest, or concern that brought patient to seek health care.  Use patient’s own word in quotes.
C. History of Present Illness (HPI) or Present Illness (PI)

1. Definition – Chronological narrative account of problems for which patient seeking care (describes information relevant to C.C.)

2. Includes:

a. Onset of problem: date, gradual or sudden

b. Setting in which it developed

c. Manifestations/signs and symptoms

· Onset

· Location

· Duration

· Character (quantity, quality)

· Associated manifestations (setting, symptoms)

· Relieving/aggravating Factors

· Treatment

and…

d. Negative information

e. Impact on patient’s life and meaning

f. Disability assessment (social, psychological, financial)

Personal history and patterns of living

1. Occupational history – Employed, retired, laid off?  Hazards?  Stress at work?  Satisfied with job?

2. Financial status – How would you describe your financial status?

3. Geographic exposure

· Travel to foreign lands?

· Military service?  Health while in military?  Dates of military service

4. Lifestyle

· Diet – typical day’s eating for 3 days (include 2 weekdays and one weekend)

· Activities of daily living – any difficulty?

· Home and neighborhood – housing satisfactory?  Neighborhood meets needs of patient?  Lives alone?  Quality of interpersonal relationships?

· Recreation/hobbies: exercise, vacations, time spent with family/friends, interests

· Sexuality – Very sensitive, therefore approach cautiously, respectfully sexual orientation?  Screen for high-risk behavior.  Are you satisfied with the nature and frequency of sexual activity?  Has it changes recently?

· Adaptability to situations – stressors perceived?  Methods of coping?  Successful?

· Alcohol intake (TACE or CAGE questionnaire)

· Smoking history

How long?  How many cigarettes per day?  

Willingness to quit?

D. Family History

E. Past Medical History: Include: date, problem, hospitalizations, symptoms, treatment, current status – ongoing?  resolved?
1. Previous experience with illness, childhood illness?

· Immunizations – diphtheria, tetanus, pertussis, rubella, measles, mumps, polio, TB, hepatitis, varicella, etc.

· Allergies – Ask: Any allergies to food, drugs, pollen, beestings, clothing, chemicals, animals or anything in environment?

· Include illnesses not requiring hospitalization

2. Surgical history: include dates, problem, where occurred, where operation performed, complications?

· ask about tonsils, adenoids and appendectomy?

· ask about blood transfusions, reactions?

3. Injuries/accidents?  Treated in ED?

4. Medications/pills of any type – taken regularly?

· prescribed by physician?

· self-prescribed?

· BCP?  Vitamins?

F. Review of systems (ROS):

· asks questions pertinent to the function of each body system

· will not thoroughly review each system, but must include detailed review of systems involved with present illness

· if negative response, state “denies jaundice, etc.”

Health History Tool

Interviewer:

Date of Interview:

A.
Biographical data

1. Name (Initials only)

2. Address:

3. Phone: __________________

4. Date of Birth: _______________  5.
Birthplace: _________________

6.Sex________ 7.
Race_________ 8.
Religion____________________

9.   Marital Status_______  10.
Occupation_______________________

11.  Source of Referral_________________________________________

12. Usual source of Health Care_________________________________

B.
Chief complaint(s)

C.
History of present illness (HPI)

1. Onset

2. Location

3. Duration

4. Characteristic

5. Associated manifestations

6. Relieving/aggravating factors

7. Tx

E.
Past health history

1. Past general health

2. Childhood illnesses:  measles, German measles, mumps, whooping cough, chicken pox, rheumatic fever, scarlet fever, polio (include date and complications)

3. Immunizations (include date and type)

4. Accidents/injuries

5. Hospitalizations

6. Surgical history 

7. Major acute/chronic:  arthritis, rheumatism, chorea. 

Illness:  pneumonia, tuberculosis, diabetes mellitus, heart disease, renal disease, hypertension, jaundice

8. Medications

E.
Personal history

1. Allergies – drugs, environmental, beestings

2. Personal Habits:  tobacco (chew, cigarettes), alcohol, drugs, caffeine, seat belt use

3. Meds, vitamins, any pills, O.T.C.

4. Recreation/Hobbies/Exercise

5. Sleep and Rest Patterns (Modes of relaxation)

6. Sexuality

7. Coping/Stressor(s)

8. Diet

F.
Family health history (Diagram pedigree)

Inquire about:
diabetes mellitus, tuberculosis, cancer, hypertension, renal disease, deafness, gout/arthritis, anemia, heart disease, seizures, mental illness including depression

G.
Sociologic System

1. Relationship with family

2. Support systems – senior center, church

3. Environment

4. Occupational History

5. Economic status

6. Level of Education

7. Patterns of health care

H.
Review of Systems

1.
General: usual state of health, weakness, fatigue, change in weight, appetite, sleeping habits, chills, fever, night sweats

2.
Integument: color changes, pruritus, nevus, infections, tumor (benign/malignant), dermatosis, hair changes, nail changes, lumps, sores

3.
Eyes: vision, glasses/contact lens, date of last eye exam___________


scotomata, pain, excessive tearing

4.
Ears:  tinnitus, deafness, discharge, infections, use of hearing aid

5.
Nose/sinus:  trauma, epistaxis, discharge, sinusitis

6.
Oral cavity:  caries, pyorrhea, dentures, lesions or pain in mouth, or lesions of throat, history of strep infections,


last dental exam__________________

7.
Neck:  range of motion, pain, stiffness, deformity

8.
Nodes:  swelling, tenderness

9.
Breasts:  masses, discharge, pain, self-exam

10.
Respiratory:  cough (productive/non-productive), change in cough, amount and characteristic of sputum, duration of sputum production _______, pack-years of tobacco usage ____________, wheezing, hemoptysis, recurring respiratory tract infections, positive tuberculin test, last chest x-ray

11.
Cardiovascular:  chest pain, typical angina pectoris, dyspnea on exertion, orthopnea, paroxysmal, nocturnal dyspnea, peripheral edema, murmur, palpitation, varicosities, thrombophlebitis, intermittent claudication, Raynaud’s phenomenon, syncope, near-syncope, hypertension

12.
Gastrointestinal:  nausea, vomiting, diarrhea, constipation, melena, hematemesis, rectal bleeding, change in bowel habits, hemorrhoids, dysphagia, food intolerances, excessive gas or digestion, abdominal pain, jaundice, use of antacids, use of laxatives, frequency of BM’s- color, consistency

13.
Genitourinary:  dysuria, hematuria, frequency, polyuria, urgency, hesitancy, incontinence, renal calculi, nocturia, infections, dribbling, incontinence, burning or pain on urination

Male:  penile discharge, lesion, history of veneral disease, serology, testicular pain, testicular mass, infertility, impotence, libido, perform testicular exam

Female:  age of menarche ________, last menstral period _____ age of menopause_____, post menopausal bleeding, abnormal menses, amount of bleeding, intermenstrual bleeding, post-coital bleeding, leukorrhea, pruritus, history of veneral disease (S.T.D.), serology, last PAPs________ results_________

Obstetric History:  full-term deliveries______, pregnancies_________,

abortions______, living children______, complications of pregnancies, infertility, libido

Methods of contraception:

14.
Musculoskeletal:

a. Joints:  pain, edema, heat, rubor, stiffness deformity

b. Muscles:  myalgias, cramping, tenderness

15.
Central nervous system:  headache, syncope, seizures, vertigo, diplopia, paralysis/paresis, muscle weakness, tremor, ataxia, dysesthesia

16.
Hematopoietic:  anemia, abnormal bleeding, adenopathy, excessive bruising

17.
Endrocrine:  goiter, heat intolerance, cold intolerance, change in voice, polyuria, polydipsia, polyphagia

18.
Psychiatric:  nervousness, tension, mood, depression, memory

Cultural Assessment Guide

Note to the examiner:


Please review this tool before using it.  Some questions are not appropriate for every patient.  For example, asking questions about death in the context of minor illness may frighten the patient and give the impression that the examiner is aware of something that the patient doesn’t know.


Respect for cultural diversity is politically correct.  However, it is far more important than being a matter of political correctness.  It is a matter of simple decency.  It is a matter of an overall effort to respond to human needs.  Sensitize yourself to cultural diversity by reviewing the following ways to develop your cultural understanding and respect:

· Scrutinize your own cultural characteristics and beliefs.

· Evaluate your ethnocentrism – the belief that your own ethnic heritage or beliefs are superior and the beliefs and practices of other cultures are to be disdained or treated with contempt.

· Respect that with which you are unacquainted.

· Recognize that cultural and religious values are deeply ingrained and therefore very difficult to change.

· Be willing to adapt the plan of care to accommodate the patient’s culturally-based views and practices.

Personal Data

Name_________________________________________________Age_____

What is your ethnic background?___________________________________

First language_________________________Speaks English? Yes(   ) No(   )

Country of birth_________________________________________________

Country of parents’ birth__________________________________________

If raised in the U.S., were most members of your community of the same ethnic background? Yes(   ) No(   )

Do you associate closely with your ethnic group? Yes(   ) No(   )

Is touch permitted? Yes(   ) No(   ) Is physical exam permitted? Yes(   ) No(   )

By myself? Yes(   ) No(   )   Requirements____________________________

Diet

Cultural preferences:

Religious requirements:

Social beliefs and practices

How do you view marriage?

Do you view men and women as being equal?

Are boy and girl infants treated differently? Yes(   ) No(   )  If so, how?

Who is the family caregiver?

How important is punctuality in your culture?

Health beliefs and practices

What do you believe caused your problem?

What should be done to take care of your problem?

What bothers you most about what is happening to you?

Do you use any traditional or folk treatments?

Religion

Affiliation______________________________________________________

Participation: >1 time per week (   ) 1 time per week (   ) 1 time per month (   )

Mostly on special occasions such as _______________________ Never (   )

Medication restrictions?___________________________________________

Blood transfusions permitted? Yes(   ) No(   )

Is anointing required/preferred in illness? Yes(   ) No(   ) By whom?________

Are any other rituals helpful in illness?

What do you think about death?

Do you believe in faith healing?

What are your sources of hope, inner peace, and strength?

Who is your most important spiritual support person? Phone______________

Note to the examiner: Ask the following question if the patient faces a health crisis.

When some people face a crisis such as yours, they feel angry with God.  Has the ever been your experience?

Planning

During your assessment you noted practices that are helpful and some that may adversely affect health. In developing your plan of care, consider the following options:

1. If a practice is potentially harmful based on current research-supported data, gently discourage it.

2. If a practice is viewed both as helpful by the patient and harmless by healthcare providers, find a way to incorporate it into the nursing or medical care plan.

3. If a practice is questionable, continue to assess its impact.  Do not discourage its use but be cautious about encouraging it.

